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Purpose: This paper aims to explore the acceptability of Dynamic Appraisal of Situational 
Aggression (DASA) from the perspective of patients, its actual use by mental health nurses, 
and the predictive validity of the DASA instrument.
Methods: A feasibility study design incorporating quantitative and qualitative components was 
used. The study was conducted in three mental health inpatient units at three hospitals in south-
ern Finland. Quantitative data were used to explore demand (nurses’ actual use of the DASA), 
limited efficacy (predictive validity), and acceptability (measured through patients’ participation 
in the project). Qualitative data were collected to enhance the understanding of acceptability by 
describing patients’ perceptions of the strengths and weaknesses of the DASA.
Results: Nurses used the DASA for most patient assessments. The predictive validity of the 
DASA was outstanding or excellent, depending on the type of aggression predicted, although 
the patient recruitment ratio was low. Patients reported both strengths and weaknesses of the 
DASA, providing complementary information regarding the instrument’s acceptability and 
clinical application.
Conclusion: The DASA accurately predicts inpatient aggression. The patients’ preferences 
and concerns regarding risk assessment have been noted. More patient involvement in risk 
assessment research and violence prevention efforts is required.
Keywords: patient participation, nurses, violence, risk assessment, psychiatric hospitals, 
multi-method approach
Introduction
Violence carried out by consumers of health care services is a global and widely rec-
ognized hazard for staff1–3 as well as for fellow patients.4,5 Violence in mental health 
facilities is particularly common and has profound consequences.2 Various interventions 
are used to prevent and manage violence in these settings, including restrictions on con-
sumer/patient movement (eg, physical interventions6), de-escalation,7 recovery planning,8 
improved collaboration between patients and nurses,9 developing organizational culture,10 
and education to improve staff management of distressed and disturbed patients.11
Risk assessment is critical to violence prevention efforts. Treatment guidelines 
encourage the use of violence risk assessment instruments,12–14 such as the Brøset 
Violence Checklist (BVC15) and the Dynamic Appraisal of Situational Aggression 
(DASA16).14 The purpose of these instruments is to aid health care professionals in 
identifying patients with an increased risk of violence, in order to enable focused 
preventative interventions.17 The frequency of violent incidents18,19 and the length of 
patient seclusion episodes19 have been shown to decrease as a result of the systematic 
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use of structured violence risk assessments, although the 
extant research evidence on which these claims are based is 
small. Only few violence risk assessment studies have con-
sidered patients’ perceptions of violence risk assessment and 
management, even though their involvement is emphasized 
in national guidelines.14,20,21 Previous research has shown that 
patients’ own perceptions of their risk of behaving violently 
could be even more accurate than that of professionals, 
highlighting the potential usefulness of patients’ views in risk-
related decision making.22,23 However, a systematic review 
has revealed that empirical research on patients’ involve-
ment in risk assessment and management is scarce, with the 
available research focusing almost exclusively on predictive 
accuracy rather than the experiences of patients.24
This paper describes a critical exploration of the feasibil-
ity of a violence risk assessment instrument, the DASA.16 
Previous research examining the DASA has focused on its 
predictive validity,25,26 in circumstances when the informed 
consent of patients has not been required; in these studies, the 
instrument was neither introduced to patients nor assessments 
shared with them. To be able to determine whether or not 
patient involvement in this type of research confers advantage 
and if modifications for study methods are needed for large-
scale research projects,27 including patients’ perspectives on 
the DASA was deemed important. In the current study, feasi-
bility was evaluated by focusing on three areas as described 
by Bowen et al:27 (1) examining the actual uptake and use of 
the DASA instrument by staff, (2) exploring the predictive 
validity of the DASA, and (3) studying the acceptability of 
the DASA by ascertaining patient’s preparedness to take 
part in this DASA study. Further, patients’ perceptions of 
the strengths and weaknesses of the DASA were elucidated. 
These aspects are important because many studies report-
ing the use of structured violence assessment instruments are 
conducted for research purposes.16,25,26 Acceptability of these 
instruments by patients, as well as descriptions of their usage, 
particularly the BVC and DASA, in routine care is rare.
Materials and methods
Aims
The aims of this feasibility study were to explore demand, 
limited efficacy (predictive validity), and acceptability of the 
DASA from the perspective of patients.
Design
In this study, a feasibility study design,27 with a multi-method 
approach,28 was used. We aimed to reach a broad under-
standing of the feasibility of the DASA, and therefore, both 
quantitative and qualitative data were gathered.29 The study 
was primarily quantitative with a qualitative component: 
quantitative data were used to explore demand (nurses’ actual 
use of the DASA), limited efficacy (predictive validity of 
the DASA), and acceptability (patient recruitment ratio), 
while qualitative data were collected to complement our 
understanding of the DASA’s acceptability by describing 
patients’ perceptions of the strengths and weaknesses of the 
DASA. A multi-method approach has been used previously 
when investigating both the predictive validity of the DASA 
and nurses’ views on the usefulness of the instrument in 
their practice.30 Triangulation of data has been found valu-
able when comparing findings from different perspectives, 
preventing possible limitations caused by using a single 
statistical method.28 The study is part of a larger Finnish 
project “Safer Working Management” (111298), which aims 
to develop and test new methods to prevent violence, and care 
for patients at risk of violence in mental health units.
Participants
This study was conducted in three mental health inpatient 
units at three hospitals located in one hospital district in 
southern Finland. The hospital district had 30 adult inpatient 
units, and all of these were invited to participate in the larger 
project. Altogether, 20 units volunteered to take part, and a 
purposive sampling method was further used to select three 
units out of the total 20. The three units were selected due to 
their frequent use of coercive measures (manual restraints, 
seclusion) and a high prevalence of violent incidents, and 
because no other development projects were being carried out 
in these units at the time this study began. The units were all 
locked; one was an acute admission unit (Unit A, 12 beds), 
one unit specialized in dangerousness assessments (Unit B, 
16 beds), and one was a forensic treatment unit (Unit C, 
18 beds). The most common psychiatric diagnosis (using the 
ICD-10) of patients across the three units was “schizophrenic 
disorder” (42%–64%).31
Recruitment for this study began on August 14, 2013 
and ended on October 10, 2013. Qualified nursing staff were 
recruited through information meetings run by the researchers 
(TL, RK, MV) or unit managers of the study units. All regis-
tered or enrolled mental health nurses (n=64) working in the 
three study units and participating in direct patient care were 
participants; participation was part of their normal working 
duties. Nurse managers, nursing students, and other health 
care professionals were excluded.
All the patients (N=72) who were treated on the units 
during the DASA instrument use period (September 1–30, 
2013) were invited to participate in the study (quantitative 
component). So, although the DASA was used routinely 
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on the units during this period, only data from DASA 
assessments completed by consenting patients were used 
in the data analysis. Further, all the patients treated in the 
study units were eligible to participate in group meetings 
with researchers and anonymously share their perceptions 
of the DASA (the qualitative component). Since this was 
a proof-of-concept study aimed at assessing feasibility, a 
sample size calculation was not conducted.32
Patients’ capacity to participate was evaluated based on 
clinical assessment by the nursing staff and/or the researchers 
(TL, RK, MV). In practice, this was done by evaluating 
whether a patient was able to understand what kind of 
information would be collected from him/her and for what 
purposes. Thus, the inclusion criteria required that a patient 
volunteered to participate and was able to provide written 
informed consent. Patients who refused to participate or those 
not able to understand the meaning of participations in this 
study were excluded.
Data collection
instrument
This study focused on the feasibility of patient violence 
risk assessment in mental health units, performed by nurses 
using the DASA, and how patients with serious mental 
health problems perceive this risk assessment instrument 
and its risk assessment process. The DASA was developed 
to assist in short-term assessment (next 24 hours) of risk for 
imminent violence in mental health units.16 It is regarded as 
simple and quick (1–5 minutes per assessment), to be used 
in day-to-day clinical practice.26,33 The DASA comprises 
seven items: negative attitudes, impulsivity, irritability, 
verbal threats, sensitivity to perceived provocation, easily 
angered when requests are denied, and unwillingness to 
follow directions.16 Each of the items (behavioral forms) is 
scored for its presence or absence in the 24 hours prior to 
assessment.16 A final risk judgment (low, medium, high) is 
formed based on a review of the items and the total score as 
well as knowledge of the patient’s usual behavior and history 
of violence.16 The DASA has been validated in various clini-
cal settings,26,34,35 both in Asia36 and in Western countries.30,33 
It has repeatedly exhibited good-to-excellent predictive accu-
racy for aggression,25,26,36 with good internal consistency and 
interrater reliability.36 The user manual is available from the 
developers (James RP Ogloff and Michael Daffern).
implementation
The knowledge translation strategies formed by the Ottawa 
Model of Research Use37 were used to ensure smooth and 
managed implementation of the DASA. Neither the staff nor 
the patients were familiar with the instrument beforehand. 
Prior to data collection, nurses attended a 2-hour training 
workshop regarding the rationale for using structured short-
term violence risk assessment in patient care, how to use the 
DASA and how to involve patients in the DASA assessment 
process, and the nature of the patient recruitment process. 
A two-page written description of the DASA (produced 
by developers) was offered in Finnish; it included detailed 
instruction about the DASA items and their scoring. Each 
study unit was also visited regularly to offer hands-on sup-
port to staff members and to respond to nurses’ questions 
about the DASA scoring procedure and the interpretation of 
DASA assessments. Researchers monitored the data collec-
tion regularly and were also available by telephone to answer 
questions regarding the use of the DASA. A more detailed 
description of the implementation process and instrument 
translation into Finnish is published elsewhere.38
Threefold data collection
Demand
During a 1-month period (September 1–30, 2013), nurses 
were instructed to complete the DASA form daily. The 
DASA was completed by each patient’s primary nurse at 
the completion of the morning shift, at around 1 pm. Based 
on this assessment, nurses made a judgment regarding the 
patients’ risk of aggressive behavior, classified as low, mod-
erate, or high. Further, nurses were instructed to discuss their 
DASA assessment with the patients. Additionally, nurses 
reported patient aggression against other people (physical or 
verbal) or objects, perpetrated during the previous 24 hours. 
To evaluate the actual use of the DASA instrument, a 
researcher (TL) collected all DASA forms completed during 
the 1-month period.
Limited efficacy
Predictive validity was assessed based on DASA forms 
completed by the nurses and by matching predictions with 
outcomes (whether the patient was aggressive or violent 
during the subsequent 24 hours).
Acceptability
Data for the evaluation of acceptability were based on the 
patient recruitment ratio, that is, the ratio of eligible patients 
in the units during the study to those who volunteered to 
participate. A researcher (TL) collected volunteer patients’ 
DASA assessments, their written informed consent, and 
information on the total number of patients treated, from the 
study units. To assess the acceptability of the DASA and its 
perceived strengths and weaknesses, group meetings (three 
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per unit) with semi-structured interviews were organized 
for the patients. Researchers (one to three in each meeting; 
TL, RK, MV) led the conversation and wrote notes in the 
meetings. Prior to the study, patients were given the oppor-
tunity to see the DASA instrument form; the items were 
explained, and the use of the instrument was described. 
Preliminary perceptions of the DASA were then collected. 
During the study, patients discussed the challenges and 
advantages of the DASA with the researchers. After the 
study, patients were given an opportunity to share their 
perceptions of the DASA and violence risk assessment in 
general, orally and/or in written feedback form, whichever 
they preferred.
Researchers (TL, RK, MV) and nursing staff working 
in the units recruited patients after providing them with oral 
and written information regarding the study.39 The nursing 
staff were primarily responsible for recruiting the patients, 
and they were given written educational material and were 
supported by the researchers to promote their recruitment 
efforts.40 The researchers requested that every eligible patient 
should be approached when deemed well enough,41,42 by his or 
her own primary nurse. Patients were informed orally and in 
written format about the aims and methods of the study, the 
DASA and violence risk assessment in general, and the time 
period of the study. Additional general discussion sessions 
concerning the study were organized for patients, since it has 
been shown that this may improve attitudes toward the study 
and increase participation.40,43 The voluntary nature of partici-
pation and the possibility of discontinuing participation were 
underlined, and also that neither participation nor refusal 
would affect the treatment.39 To ensure participants’ privacy, 
their demographic information was not collected. In addition, 
patients were informed that the DASA assessment done by 
the nurses was a routine part of their treatment during the 
study, but that written informed consent was required for 
using their DASA assessments for research purposes.
A more detailed description of the data collection is 
described in Table 1.
ethical considerations
The study plan was approved by the Ethical Committee 
of the Hospital District of Helsinki and Uusimaa ([HUS] 
§165/29.8.2012). Permission to conduct the study was 
granted by the directors of the hospital regions (HUS, Hel-
sinki University Central Hospital, §13/30.8.2013; HUS, 
Hyvinkää Hospital Region, §95/16.8.2013).
Data analysis
Criteria for assessing feasibility in this study were set as 
follows:
Table 1 Threefold data collection
Data collection Participants (in total/3 units)
Demand: actual use of DASA instrument
Prior to the study
Back-translation of instrument n/A
Training of the nursing staff n/A
During the study
Daily completion of DAsA assessments n/A
After the study
information about patients’ treatment days during the study, and realized 
amount of assessments
DAsA assessments (treatment days), potential amount (n=1,116)
DAsA assessments, realized amount (n=716)
Acceptability: patient recruitment ratio; limited efficacy: predictive validity
During the study
Daily DAsA assessments risk assessments in total (n=178)
Patients with informed consent (n=12)
Acceptability: patients’ perceptions of strengths and weaknesses of DASA use
Meeting prior to the study
introduction of the DAsA Patients (n=27)
Procedure of instrument use during the study
Preliminary perceptions of the DAsA
Meeting during the study
strengths and weaknesses of DAsA use Patients (n=26)
Meeting after the study
strengths and weaknesses of DAsA use Patients (n=19)
Written feedback (n=5)
Abbreviations: DAsA, Dynamic Appraisal of situational Aggression; n/A, not applicable.
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•	 Demand: at least 65.6% of possible DASA assessments 
are completed
•	 Limited efficacy: predictive validity is $0.70
•	 Acceptability: patient recruitment ratio is at least 
51.2%
•	 Acceptability: collecting patients’ perceptions regard-
ing the strengths and weaknesses of the DASA can be 
realized.
First, the criterion for demand by outcome of nursing staff’s 
actual use of the instrument is a mean percentage (65.6%) 
from three independent studies: (1) Griffith et al26 reported that 
64.6% of nurses consented to participate in a DASA predic-
tive validity study. (2) Hvidhjelm et al44 reported that realized 
assessment of aggressive incidents in mental health inpatient 
settings by using Staff Observation Aggression Scale–Revised 
(SOAS-R)45 instrument was 55%. (3) Berry et al46 reported 
that 77.27% of staff were willing to take part in ward-based 
psychological intervention study in mental health inpatient 
setting. Second, the criterion for limited efficacy by outcome 
of predictive validity is set for area under the curve (AUC) val-
ues $0.70.47,48 A third measure of acceptability is derived from 
the average recruitment ratio, 51.2% (range: 4.3%–95.4%), 
reported in a systematic review by Trivedi et al.49
The analysis of the various datasets proceeded as 
follows.
Demand
Determination of demand was ascertained by first calculating 
the total number of possible DASA assessments conducted in 
the three units over the course of the study period (the total 
number of patients’ treatment days; one treatment day allows 
for one possible completed DASA assessment). The actual 
number of DASA assessments conducted was then divided 
by the number of possible assessments, and presented as a 
percentage.
Limited efficacy (predictive validity)
Data concerning the DASA’s predictive validity were evalu-
ated by calculating the receiver operating characteristic and 
the AUC values, executed by analyzing the results of both 
DASA total scores and the nurses’ judgment on the final 
risk rating and recorded aggression incidents (included in 
the DASA form) in the following 24 hours.50 In this receiver 
operating characteristic analysis, it was assumed that each 
DASA result was an independent unit of data.36 AUC values 
between 0.70 and 0.79 were seen as acceptable, values 
between 0.80 and 0.89 were considered to be excellent, 
and values over 0.9 were outstanding.47 The occurrence of 
violence during the study was analyzed with descriptive 
statistics (percentages). The data were analyzed using IBM 
SPSS Statistics for Windows, Version 21.0. (IBM Corp., 
Armonk, NY, USA).
Acceptability
Data concerning the acceptability of the DASA were analyzed 
in two ways. The ratio of patients who were recruited into the 
study compared to the total number of patients admitted to 
the three units was calculated and reported as a percentage. 
Patients’ perceptions concerning the strengths and weaknesses 
of the use of the DASA and violence risk assessment in general 
were analyzed in Finnish, using directed qualitative content 
analysis,51 coding the feedback as strengths or weaknesses. 
This analysis method was chosen because we wanted to focus 
the analysis on the feasibility aspect of “acceptability”, and 
directed coding was deemed appropriate for seeking to answer 
this question. First, the notes that the researchers took in group 
meetings (semi-structured interviews) and patients’ written 
feedback were combined to form a single Word document. 
Second, by reading these perceptions carefully, an overall 
picture was formed from the text. Third, the predetermined 
codes “strength” and “weakness” were kept in mind as the text 
was reread. Words or phrases were highlighted at the same 
time in two different colors. Fourth, highlighted codes were 
transferred to a separate Word document. Fifth, all highlighted 
words or phrases were grouped into categories based on how 
they were related. For example, the category of “increased 
communicativeness” included the phrases “Openness in treat-
ment has increased”, “Awareness has increased”, and “I have 
reflected on the topic with the nurses”.
rigor
In previous research, the predictive validity of the DASA 
has been established in general mental health inpatients 
units26,30 and in forensic mental health units.25,33 The 
credibility of the qualitative data was established by collect-
ing patients’ perceptions from three different units, at three 
different times: a range of ages and both sexes were repre-
sented to gain rich variation of the phenomena under study. 
The credibility of research findings was supplemented by 
combining coding among co-researchers (TL, MV, RK), who 
were present in data collection. Together, the researchers 
came to an agreement about the categories into which the 
data would be classified. A clear and detailed description of 
the analysis process and the coding system used strengthens 
the credibility and transparency of the data analysis. Further, 
by giving examples of original excerpts of patient interviews 
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in the results of the analysis, we have sought to maintain 
the patients’ own words. Using the same researchers during 
different points of data collection, who took notes during 
the meetings and transcribed the notes immediately after 
meetings, is seen to have contributed to the dependability of 
this study. An open dialogue between researchers, nursing 
staff, and patients during the entire data collection process 
aimed to ensure consistency of the data collection over time. 
The setting of the study, the participants, and the methods 
used are described in the present article in as much detail as 
possible, to add transferability of the findings.52
Results
Demand
realized use
During the period of the data collection, 72 patients were 
treated in the units. If patients had been assessed daily during 
their treatment period, we would have had 1,116 completed 
DASA assessments. Nurses completed 716 assessments 
(64%) on a total of 52 patients (72% of all possible patients). 
Between the three units, the realization rate varied between 
14.7% and 88.5% (Table 2).
Limited efficacy
Predictive validity
In total, 178 risk assessments for 12 consenting patients 
were completed. DASA assessments showed a skewed 
distribution. In most cases, patients were assessed as “0” 
(n=146, 82.0%) (Figure 1). During the study period, physical 
aggression against others was reported three times for one 
patient (1.7% of the sample), and verbal aggression against 
others five times for two patients (2.8% of the sample). 
Aggression against objects was not reported by patients.
AUC as an indicator of predictive validity of DASA total 
scores ranged from 0.84 (verbal aggression against others) 
to 0.93 (physical aggression against others). AUC values 
for nurses’ final risk rating (low, moderate, and high) were 
0.75 (verbal aggression against others) and 0.78 (physical 
aggression against others) (Table 3).
Acceptability
recruitment ratio
Of 72 patients, 12 gave informed consent to use their risk 
assessment data (17%). The patient recruitment rates in 
participating units were 4.3% (Unit A), 23.8% (Unit C), and 
100% (Unit B).
strengths and weaknesses of DAsA instrument use
In total, 72 patients participated in semi-structured interviews 
in three units, on three different occasions (a total of nine 
organized group meetings with the patients). To ensure the 
privacy of participants, and a trusting relationship with the 
researchers, patients’ demographic data were not gathered. 
A low threshold for meeting participation was seen as essen-
tial for collecting qualitative data for this feasibility study.
The patients identified many strengths in DASA instru-
ment use in each participating unit, including increased 
communicativeness, increased patient understanding that vio-
lence risk assessment was part of routine nursing activity, and 
patients were interested in the DASA and were positive about 
introducing the instrument to their unit. In general, patients 
were aware of the DASA; they understood the scoring and 
discussed this scoring with each other, for example, “Today 
I scored a zero!”. Patients and nurses together evaluated, 
for example, what had happened during the week, which 
led to higher DASA scores than zero. Patients noted that 
they had discussed the topic of violence risk with nurses, 
which suggests that conversations related to the results of 
DASA assessments and the early warning signs of violence 
in general were communicated. Patients reported trusting 
in the structured assessment methods and wanted to know 
how the instrument was developed. In addition, they were 
satisfied that patients were assessed equally, not based on 
nurses’ opinions and perceived biases.
Weaknesses were also identified in each participating unit, 
and described in five ways. First, patients complained that 
assessment only focused on negative things. Patients would 
like to have the possibility to develop the DASA instrument 
further, and add items which measure positive aspects of one’s 
Table 2 Use of DAsA in study units
Unit DASA assessments (treatment days),  
potential amount
Amount of realized DASA assessments  
(% out of potential amount)
DASA assessments  
(% out of realized amount)
Unit A 315 208 (66.0%) 11 (5.3%)
Unit B 270 38 (14.7%) 38 (100%)
Unit c 531 470 (88.5%) 129 (27.4%)
Total 1,116 716 (64.2%) 178 (24.9%)
Abbreviation: DAsA, Dynamic Appraisal of situational Aggression.
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behavior. They also argued that they could not assess nurses, 
respectively. Second, patients were upset about scoring in 
general, and did not see it as respectful of the patient. They 
considered assessing people from “0” to “1” to be insulting. 
Some felt the use of the DASA to be degrading: “We are not 
test animals”. Third, patients described concerns regarding the 
objectivity of the assessment: they worried that nurses’ nega-
tive attitudes toward them may adversely impact the DASA 
score, and therefore, lead to consequences, like restrictions 
on the unit. They also wondered whether items in the DASA 
(eg, impulsivity) are personal characteristics and whether 
nurses are able to ascertain the difference between their usual 
and atypical, possibly violence-related, behavior. Fourth, 
patients questioned whether the DASA was time-consuming. 
They were concerned that completion of the DASA would 
decrease the time that nurses would be present and available 
in units. Finally, the patients reported that they did not have 
enough opportunities to see and discuss their DASA assess-
ments with nurses. Furthermore, they lacked information 
regarding how the assessment affected their own treatment.
Discussion
The main purpose of our feasibility study was to explore 
demand, limited efficacy, and acceptability of the DASA 
from the perspective of patients. We evaluated the real-world 
use of the DASA, predictive validity, patients’ prepared-
ness to participate (as a proxy measure of their interest in 
the instrument), and their perceptions of the strengths and 
weaknesses of the DASA. We set feasibility criteria for each 
outcome, and based on these criteria, we believe there is 
merit in making recommendations for future violence risk 
assessment research with patient participation.
Our study showed a difference between researcher-led 
violence risk assessment studies and instrument use in real-
life situations, where nurses implement the instrument in the 
unit and patient participation is voluntary. In less than two-
thirds of the treatment days during the study, DASA assess-
ments were completed. In contrast, Griffith et al26 reported 
that DASA forms were checked for missing information by a 
researcher, and if necessary, completed retrospectively, based 
on nursing notes and patient files. With this procedure, only 
three assessments were left incomplete during a 2-month 
experimental study period.26 However, Dumais et al30 also 
reported that many patients were not assessed using the 
DASA during their study period. In our study, realization 
rates of the DASA assessments varied a great deal across 
participating units (15%–89%). The lowest realization rate 
might be partly explained by forthcoming organizational 
Figure 1 Dynamic Appraisal of situational Aggression assessment scores during 1-month study.
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Table 3 Predictive validity of the DAsA
Type of aggression occurring during  
the next 24 hours
DASA total score,  
AUC (95% CI)
Nurses’ judgment on final  
risk rating, AUC (95% CI)*
Physical aggression against objects (n=0) n/A n/A
Physical aggression against others (n=3) 0.92 (0.87–0.97) 0.78 (0.46–1.00)
Verbal aggression against others (n=5) 0.86 (0.62–1.00) 0.75 (0.49–1.00)
Note: *risk of aggression was rated as low, moderate, or high.
Abbreviations: DASA, Dynamic Appraisal of Situational Aggression; AUC, area under the curve; CI, confidence interval; N/A, not applicable.
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changes in one unit: Unit B was going to close down soon 
after our study ended.38 Thus, staff might have been resistant 
toward using a new instrument in their daily clinical practice. 
Resistive ward culture53 and perceived lack of organizational 
support54 have been found to be two of the reasons implemen-
tation of evidence-based interventions in care is hindered. 
Previous research indicates additional explanations as to why, 
in general clinical practice, the DASA may not be completed 
reliably: first, the demands of the setting might not allow 
adequate time to conduct assessments; second, staff may 
not be adequately trained;33 third, staff may prefer their own 
clinical judgment (also including relying heavily on intuition) 
instead of using a structured assessment method.55
Interestingly, regarding the predictive validity of the 
DASA, our study found that AUC values were lower for 
nurses’ final risk ratings than the DASA total score, which was 
derived actuarially. This result is consistent with Griffith et al,26 
where nurses’ structured clinical judgment ratings were more 
accurate than unaided clinical assessments but less accurate 
than DASA total scores. Both studies suggest that nurses’ 
judgments are less accurate than the actuarially derived score. 
This finding is particularly relevant to staff training and sug-
gests that caution should be exerted before nurses adjust the 
DASA-derived score and “override” the risk rating.
The present study also revealed that, when patients 
were invited to participate in this violence risk assessment 
research, few (in this study only 17%) were willing to 
participate. To the best of our knowledge, this was the first 
time the DASA results have been shared with patients in an 
empirical study, and the first time that patients have been 
invited to comment on the nature of this type of nursing-led 
activity. Even though the DASA assessment is not inva-
sive, it requires assessment of private information about a 
patient’s risk of violence, and the results may impact staff 
management involving the patient. According to the World 
Medical Association’s Declaration of Helsinki,56 vulnerable 
populations, such as forensic mental health patients,57 specifi-
cally need protection. For that reason we argue that, where 
possible, informed consent should be sought. However, 
given that many repeatedly violent patients can be disagree-
able, informed consent should not be considered mandatory 
for violence risk assessment research. Otherwise, the most 
severely violent and high-risk patients, from whom we stand 
to learn a great deal, may not participate, thereby invalidat-
ing the results of the research. Good clinical practice and 
research indicates that informing patients about issues related 
to their care is warranted – a moral responsibility for profes-
sional staff.58 However, for valid research, transparency is 
required, not only proceeding based on consent to participate. 
Nevertheless, we stand to learn from patients about their 
perceptions of risk assessment, and effort should be made to 
garner their opinions of risk assessment procedures.
Patients’ experiences of their involvement in structured 
risk assessment have rarely been studied.24 Clinical guidelines 
recommend patient involvement in violence risk assessment 
and management research.14,20,21 When we explored patients’ 
perceptions of the strengths and weaknesses of the DASA, 
one major theme was their uncertainty as to how the assess-
ment would impact their care and management. They gave 
useful suggestions to enhance involvement, including adding 
the measuring of positive aspects in one’s behavior, providing 
an opportunity to discuss assessment results, and also that 
the experience of assessment should be objective, not simply 
based on professionals’ intuitive evaluations. The willing-
ness of patients to be more involved in their own treatment 
has been among the previously proposed strategies related 
to prevention and management of aggression in general.59,60 
Some positive outcomes have already been reached by, for 
example, Fluttert et al,9 by implementing a more individual-
ized violence risk management method, the “Early Recogni-
tion Method”, which includes weekly risk assessment, and 
aims to improve collaboration between patients and nurses. 
Future research may look to expand patient engagement in 
violence risk assessment and management tasks, specifically 
in short-term evaluations using the BVC and DASA.
The possibility of recruiting patients for large violence 
risk assessment studies whereby informed consent is required 
presents many challenges. Although the predictive validity 
of the DASA was excellent or outstanding in this study, the 
sample was small, and it included only consenting patients. 
The occurrence of violent incidents during the data collec-
tion period was low. Nevertheless, our results are similar 
to studies that have been conducted irrespective of patient 
consent. However, we do not know how participants and 
nonparticipants compared in terms of their DASA scores or 
violent behavior, so this result must be judged with caution. 
Examining potential participants’ willingness to participate 
allowed us to identify recruitment problems,61 and avoid a 
possible underpowered, unethical full-scale trial.62 We feel 
this feasibility study was highly valuable, giving insight 
to patients’ perceptions and preferences, despite its small 
sample size and brief recruitment period.
limitations
Our study has several limitations. First, our patient recruit-
ment ratio was low, which led to a small sample size. 
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The main responsibility of recruiting the patients fell on 
the nursing staff, which may have affected the recruitment 
process. For example, nurses may have felt that recruitment 
was extra work for them. The recruitment ratio was notably 
low (4.3%) in the unit, which is an acute admission unit with 
high patient turnover. We can assume that a hectic work envi-
ronment might have made patient recruitment a low priority 
among the daily working duties. Across the units, the nurses 
were also concerned with whether or not the patients were 
too ill to make the decision to participate in the study. Nurses 
said that violent behavior is a difficult topic to discuss with 
patients.38 We may also wonder if the nurses knew how to 
approach patients to ask for their informed consent, or what 
would be the most appropriate timing of approach.41,43 Thus, 
although every effort was made to support staff members 
in the recruitment process, more efficient recruitment and 
education strategies could have been used,43 for example, 
audio–visual techniques to increase patients’ awareness in 
the informed consent process,40 or offering more effective 
recruitment education for the staff members.43
Second, the economics in relation to using the DASA 
were not investigated as part of our study. However, as noted 
in the patient interviews, staff time completing the DASA 
assessment directs time away from other nursing activities; 
the benefits and costs associated with the use of the DASA 
require investigation. We focused only on the feasibility of 
the DASA through demand and acceptability; a cost analysis 
would be important to conduct as part of large-scale study 
in the future. We know the DASA is low cost: in our study, 
training was conducted in 2 hours, each assessment took 
between 1 and 5 minutes of staff time, daily per patient. 
Estimated benefits and potential savings, such as a decrease 
in violent events, seem promising in light of previous 
randomized control trials for violence risk assessment.18,19 
Nevertheless, an economic analysis is an often neglected 
part of violence risk assessment research,63 and should be a 
focus of future research.
Third, generalization of the quantitative findings must 
be approached with caution. The setting of the study was 
only one hospital district in a culturally homogeneous, 
sparsely populated country. In addition, the sample size 
was relatively small. It can also be questioned if our sample 
related to predictive accuracy evaluation of the DASA has 
statistical independence. We, however, did handle the data 
as each DASA score being an independent unit of data. 
The results were in line with previous research, regardless 
of the small sample size and low occurrence of violent 
incidents.
Fourth, transferability of the qualitative findings is 
limited to mental health hospital units treating people with 
severe mental illness. Because of the anonymity guaranteed 
for participating patients, we were unable to further discuss 
our interpretations of the qualitative data with participating 
patients or to control for selection bias, as we do not know who 
participated and who refused to participate. Understanding 
the characteristics of those patients who were willing to par-
ticipate would have strengthened the generalizability of the 
findings. Last, a broader understanding of the feasibility of the 
DASA would have been gained by assessing all the aspects 
of the tool as suggested by Bowen et al27 (eg, practicality, 
implementation, integration, and adaptation). Indeed, these 
aspects merit attention and have been discussed as part of 
the implementation report of the present study.38
Conclusion
This study is the first to include patient participation in an 
inpatient violence risk assessment study; it highlights patient 
preferences and concerns. Results reveal the feasibility of the 
DASA and the potential importance of structured violence 
risk assessments. However, patient involvement in risk 
assessment research and violence prevention efforts needs 
particular attention, and novel methods for this are required. 
Further, nursing staff may benefit from more education and 
engagement regarding risk assessment and its potential 
advantages and limitations in patient care.
When designing large-scale violence risk assessment 
studies in mental health units, we recommend: (1) increased 
engagement with patients to learn more about the process 
of sharing assessment results to enhance care and manage-
ment in the violence prevention process; (2) more intensive 
staff training about sharing violence risk assessment results 
with patients, to increase patient involvement in the use of 
the DASA and other structured violence risk assessments; 
(3) patient involvement in recruitment – perhaps by col-
laboratively designing the recruitment process; (4) where 
possible, collection of details regarding important demo-
graphic characteristics of participants and nonparticipants; 
and (5) inclusion of a cost–benefit analysis in relation to the 
use of the DASA.
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